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The global cigarette 

' 12 mg of tar and 1 mg of nicotine by 2000 


The time is ripe for a serious attempt to reduce the tar and 
nicotine content of cigarettes worldwide. Progress against 
tobacco associated disease, described in the BMJ as early as 
1950‘ and decisively quantified in 1994, 1 has been painfully 
slow. As smoking increases in less developed countries the glo¬ 
bal burden of avoidable disease will soar. 5 There are no satis¬ 
factory excuses for ignoring any available measures which can 
minimise this. 

At an individual level, the dose of carcinogen reaching the 
lung is determined by the number of cigarettes smoked over 
time, the tar content of the cigarette, the degree of inhalation 
(which may well depend on the nicotine content), and the size 
of the butt which is left. At a global level, mortality from lung 
cancer is determined by the same parameters and by the 
number of smokers in the world. 

Since the 1980s it has been accepted that reducing tar 
reduces the risk of lung cancer/ The European Union has 
taken notice of this and mandated an upper limit of 12 mg tar 
by 1997, replacing the current upper limit of 15 mg. By volun¬ 
tary agreement with the tobacco industry Australia has 
produced no cigarettes yielding more than 14 mg of tar since 
1988; 85% of Australian brands deliver less than 12 mg, and 
37% less than 6 mg/ Sales weighted tar levels have been below 
15 mg in Britain, the United States, Austria, Australia, and 
Germany since the early 1980s/ So both regulation and 
voluntary agreement can be used to reduce tar yields. 

Why then do over half the brands sold in sophisticated Hong 
Kong deliver more than 15 mg of tar? 7 And why does the glo¬ 
bally advertised Lucky Strike deliver less than 15 mg in Europe 
but 27 mg in the United States?* Billboard advertisements in 
Indonesia and Peru for Lucky Strike are the same, but is the 
product? In neither country, nor in Israel, is tar yield printed 
on the packet. Global information is scrappy and incomplete 
but it is certain that tar and nicotine yields in developing 
countries, as well as in the United States, are much higher than 
those in the European Union. 

The situation with regard to nicotine is even more cloudy. 
Many countries permit marketing of cigarettes without 
nicotine (or tar) labelling, and there is dispute whether the 
label reflects what goes into the lungs’ because of clever ciga¬ 
rette engineering as well as compensatory smoking (smoking 
more cigarettes to achieve the same nicotine levels). 
Furthermore, it is uncertain whether a cigarette containing 
nicotine can be non-addictive. However, over half the 
cigarettes on the British market deliver less than 1 mg of nico¬ 
tines and 90% less than 1 .2 mg. 1 ’ This simple fact tells us what 
the manufacturers can do and what the public will accept. 

It is dearly time to set standards for the global cigarette. 
Phase l should embrace a limi t of 12 mg of tar and I mg of 
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nicotine. This should be stated on all packets in every country 
along with health warnings. Citizens of developing countries 
should have what the citizens of the European Union expect, 
as should those of central and eastern Europe. Such a cigarette 
would be dose to what will be current practice in the 
European Union by 1997. Certain other events favour this 
proposal. The first is the progressive purchase by the 
international tobacco industry of many of central and eastern 
Europe’s antiquated tobacco monopolies. Their new machin¬ 
ery will be able to meet ament Western standards. The 
second is increasing sophistication, reflected by China's 
derision to mandate 19.5 mg of tar for next year and 15 mg by 
2000.” The tar and nicotine yields and additive content for 
phase 2 need urgent specialist consideration. Additives pose a 
special problem and have been condoned rather than control¬ 
led. If such agents are important to “flavour” they are worth 
testing, at the expense of the tobacco industry, to show that 
they are not carcinogenic to humans in burnt or unbumt form. 

There can be no argument over the global cigarette phase 1: 
12 mg of tar and 1 mg of nicotine by the year 2000 is reason¬ 
able for the whole of Europe and all cigarettes exported by 
developed countries. Next year is an excellent time for the 
United States and Europe to join forces with the global health 
bodies and standardise the upper limits of cigarette content for 
phase 2. Worldwide pressure can then he brought to bear on 
the international tobacco industry. It is in everyone’s interest. 

NIGEL GRAY 
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